
missouri dePartment oF health and senior serviCes P.o. Box 570Bureau oF vital reCords Jefferson City, mo 65102-0570COVER SHEET FOR BIRTH PARENT CONTACT PREFERENCE FORM telephone: (573) 751-6378

This page will not be released to the adoptee.
the information on this page is for processing purposes only and will be used to help the Bureau of vital records identify the
adoptee’s original (prior to adoption) birth certificate.  Please provide as much accurate information as you can to avoid delays
and increase the likelihood of being able to process this form. this form will be returned to the sender if the original birth
certificate cannot be identified. 
you may change or update your contact preference. to do so, complete a Birth Parent Contact Preference Form and submit
to the Bureau of vital records at the address listed below. a non-refundable fee of $15 must accompany each form.
A NON-REFUNDABLE FEE OF $15 MUST ACCOMPANY THIS FORM. make check or money order payable to: Missouri
Department of Health and Senior Services.
Mail to: Bureau of vital records, P.o. Box 570, Jefferson City, mo 65102-0570.
the Bureau of vital records cannot accept any additional items including letters or photos. any additional materials cannot
be retained and will be discarded. 
PLEASE PRINT.

ORIGINAL (PRIOR TO ADOPTION) BIRTH CERTIFICATE INFORMATION 
Full

da oF Birth

 name oF Child on original Birth CertiFiCate

Child’s te Child’s sex Child’s raCe

PlaCe oF Birth (City, County) hosPital Where Child Was Born

numBer oF live Births From this PregnanCy

MOTHER’S INFORMATION
Full name oF mother on original Birth CertiFiCate date oF Birth

FATHER’S INFORMATION
Full name oF Father on original Birth CertiFiCate date oF Birth

BIRTH PARENT’S CURRENT INFORMATION
Birth Parent’s Current name (First, middle, last)

Birth Parent’s relationshiP to Child

mother      Father
Birth Parent’s Current mailing address - numBer and street City, state and ZiP Code 

Birth Parent’s Current telePhone numBer

Birth Parent’s signature today’s date

mo 580-3140 (11-16) vs-903



missouri dePartment oF health and senior serviCes P.o. Box 570Bureau oF vital reCords Jefferson City, mo 65102-0570BIRTH PARENT CONTACT PREFERENCE FORM telephone: (573) 751-6378

Please indicate your preference regarding contact with the adoptee.  

if you do not complete a contact preference form, a non-certified copy of the original (prior to adoption) birth certificate
(without redactions) will be sent to the adoptee or the adoptee’s attorney upon request.  

only the most recent version of the Birth Parent Contact Preference Form will be released to the adoptee or the adoptee’s
attorney. 

note that even if you complete this form and indicate no contact, the adoptee may contact you based on information
received from other sources. 

today’s date

Please check only one box below and complete the corresponding information. PLEASE PRINT.

Option 1:  I prefer not to be contacted. (your identifying information will not be released.)

Option 2:  I prefer not to be contacted directly. I prefer to be contacted by the intermediary designated below. (your identifying
information will not be released. the intermediary’s contact information will be provided to the adoptee upon their request for a copy of
the original birth certificate.)
note: neither the department of health and senior services, nor an employee working in his/her official capacity as a department
employee may be listed as the intermediary.

intermediary’s name

address

Phone email/other

Option 3:  I prefer to be contacted directly by the adopted person. my contact information can be found below. (your identifying
information will be released.)

name

address

Phone email/other

mo 580-3140 (11-16) vs-903



missouri dePartment oF health and senior serviCes P.o. Box 570Bureau oF vital reCords Jefferson City, missouri 65102-0570COVER SHEET FOR BIRTH PARENT MEDICAL HISTORY FORM telephone: (573) 751-6378

This page will not be released to the adoptee.

the information on this page is for processing purposes only and will be used to help the Bureau of vital records identify the
adoptee’s original (prior to adoption) birth certificate.  Please provide as much accurate information as you can to avoid delays
and increase the likelihood of being able to process this form. this form will be returned to the sender if the original birth
certificate cannot be identified. 

the Birth Parent medical history Form will be placed in a sealed file. it will be released upon request to the adoptee or the
adoptee’s attorney.   

the Bureau of vital records cannot accept any additional items including letters or photos. additional materials cannot be
retained and will be discarded. 

PLEASE PRINT.

ORIGINAL BIRTH CERTIFICATE INFORMATION 
Full name oF Child on original Birth CertiFiCate

Birth (City, County)

Child’s date oF Birth: Child’s sex Child’s raCe

PlaCe oF hosPital Where Child Was Born

numBer oF live Births From this PregnanCy

MOTHER’S INFORMATION
Full name oF mother on original Birth CertiFiCate date oF Birth

FATHER’S INFORMATION
Full name oF Father on original Birth CertiFiCate date oF Birth

BIRTH PARENT’S CURRENT INFORMATION
Birth Parent’s Current name (First, middle, last)

Birth Parent’s relationshiP to Child

mother      Father
Birth Parent’s Current mailing address - numBer and street City, state and ZiP Code 

Birth Parent’s Current telePhone numBer

Birth Parent’s signature today’s date

mo 580-3141 (8-16) vs-901a



missouri dePartment oF health and senior serviCes P.o. Box 570Bureau oF vital reCords Jefferson City, missouri 65102-0570COVER SHEET FOR BIRTH PARENT MEDICAL HISTORY FORM telephone: (573) 751-6378
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mo 580-3141 (8-16) vs-901a



missouRi depaRtment oF health and senioR seRvices p.o. Box 570BuReau oF vital RecoRds Jefferson city, missouri 65102-0570BIRTH PARENT MEDICAL HISTORY FORM telephone: (573) 751-6378

instructions to Birth parent:  all information provided shall pertain to you and your blood relatives. do not provide information about the other
parent. 

the information on this form is a confidential communication between the birth parent and adoptee.  the information will not be used for
any statistical purpose or be disclosed to anyone other than the adoptee or the adoptee’s attorney.

i am the

Birth mother      Birth Father
today’s date

as oF today’s date, my age Range is

under 20     
20-29     
30-39     
40-49
50-59
60 or above 

MEDICAL HISTORY FORM OPTIONS

i am not aware of any medical history of any significance.  

i prefer not to provide any medical information at this time.

i wish to provide the following medical information.  

BIRTH PARENT INFORMATION
Race

ethnic BackgRound

Blood type

duRing the pRegnancy, did you:

take prescription drugs? no yes type:

take non-prescription drugs? no yes type:

use alcohol? no yes

use cigarettes? no yes
aRe BiRth paRents Related to each otheR (otheR than By maRRiage)?

no      yes      Relationship:
mo 580-3142 (8-16) vs-901B



missouRi depaRtment oF health and senioR seRvices p.o. Box 570BuReau oF vital RecoRds Jefferson city, missouri 65102-0570BIRTH PARENT MEDICAL HISTORY FORM telephone: (573) 751-6378

please provide the medical history for you (self) and your blood relatives (such as mother, father, sisters, brothers, grandparents, and any
other children).

MEDICAL CONDITIONS SELF FAMILY
Respiratory (lungs)
allergies (including food/drug allergies)
asthma
copd
emphysema
cystic Fibrosis
Gastrointestinal (stomach and intestines)
ulcers
inflammatory Bowel disease
cleft lip or palate
diverticulosis Immune/Hematological Disorders

hemophiliacrohn’s disease
irritable Bowel syndrome leukemia (acute or chronic)

Factor v leiden 
sickle cell anemia

Cardiovascular (heart and blood vessels)
high Blood pressure
heart attack
stroke
heart disease
heart Rhythm abnormality
congenital heart defect
Renal Disorders (kidneys)
chronic kidney disease
kidney Failure
liver disorders
hepatitis - specify type:
cirrhosis
Nervous System (brain and nerves) Disorders
epilepsy
hydrocephalus
multiple sclerosis
huntington’s disease
parkinson’s disease
alzheimer’s disease
spina Bifida
cerebral palsy
amyotrophic lateral sclerosis 
tay-sachs disease

Eye and Ear Disorders
Blindness
glaucoma
deafness
Malignant Conditions
cancer - specify type:
Reproductive Issues
Fertility issues
history of miscarriage 
endometriosis
Developmental Disorders
learning disability
autism spectrum
physical disability 
Mental and Behavioral Disorders
anorexia
substance abuse (alcohol, illegal drugs,
prescription drugs, cigarettes)

Bulimia
Bipolar disorder
schizophrenia
chronic depression

MEDICAL CONDITIONS SELF FAMILY
Endocrine Disorders
diabetes (adult or Juvenile)
thyroid (hyper/hypo)
Muscular/Skeletal Disorders
club Foot
scoliosis
osteoarthritis
Rheumatoid arthritis
muscular dystrophy 
lupus

you may submit an updated form by sending a new form to: Bureau of vital Records, p.o. Box 570, Jefferson city, mo  65102-0570.

mo 580-3142 (8-16) vs-901B
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